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Note to reader: The Change Package is used in the IHI Breakthrough Series model to provide a guide based on the key elements of the Wagner Chronic Care Model.  The CPCI Change Package identifies changes that were identified by a pool of expert advisors as effective and necessary to achieve the overall aim of improving health outcomes for individuals with serious mental illness and co-occurring health risk/medical conditions.  The Change Package continues to be updated based on CPCI faculty and Planning Group recommendations and current knowledge of the emerging evidence of effective PC/MH integration in the field.  The Change Package is designed to help participating teams select and prioritize change concepts and testable ideas that will lead to the best results in support of their aims.  It should also be noted that the CPCI Pilot Integration Collaborative is focused on the integration of primary care and mental health services. It is critical to integrate substance use disorder services (SUD) as well as mental health with physical health care services--and the CPCI pilot does strive to acknowledge the prevalence of co-occurring SUD, but fully integrating PC/MH/SUD, that is integration of three service systems, is beyond the capacity of CalMEND at this point in time and should be more fully addressed at the inception of a future integration pilot.  

This Change Package remains a work-in-progress. It is intended to evolve throughout the CPCI pilot as the improvement teams test and learn which changes yield improvements in integration and address the client/patient care improvements outlined in their project charters.  We request that the distribution of this document be limited to the teams, faculty, Planning/Technical Advisors Group and staff directly involved in the project until after our initial Learning Session, which is scheduled for June 22-23, 2010.  

If you have questions or concerns about the change ideas presented in the document as they relate to the chronic care model and integration of services, please contact CPCI Project Director Gale Bataille at Gale.Bataille@mac.com.
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*The Chronic Care Model was developed by Ed Wagner, MD, MPH, Director of the MacColl Institute for Healthcare Innovation, Group Health Cooperative of Puget Sound, and colleagues of the Improving Chronic Illness Care program with support from The Robert Wood Johnson Foundation.
The Care Model
The Care Model is typically used as an organizational approach for caring for individuals with chronic disease in primary care settings. CalMEND believes that the Care Model is also an appropriate model for use by organizations engaged in the delivery of integrated primary care and mental health services for clients/patients with SMI and co-occurring chronic medical disorders. The Care Model is population-based and creates practical, supportive, evidence-based interactions between an informed, activated client and a prepared, proactive practice team. 

Description of Care Model Elements

The Care Model identifies six essential components of a health care system that encourage high-quality care and emphasizes evidence-based, planned, and integrated collaborative care.

Health Care Organization - Create a culture, organization, and mechanisms that promote safe, high quality care:
· Visibly support improvement at all levels, beginning with senior leaders

· Promote effective improvement strategies aimed at comprehensive system change

· Encourage open and systematic handling of errors and quality problems to improve care 

· Measure the quality of care and use as a theme for strategic planning
· Develop agreements that facilitate care coordination within and across organizations

Delivery System Design - Assure the delivery of effective, efficient clinical care and self-management support:

· Define roles and distribute tasks among team members 

· Use planned interactions to support evidence-based care 

· Provide clinical case management services for complex clients/patients

· Ensure regular follow-up by the care team 

· Give care that clients/patients understand and that fits with their cultural background 

Self-Management Support - Empower and prepare clients/patients to manage their health and health care:

· Emphasize the client's central role in managing their health 

· Use effective self-management support strategies that include assessment, goal-setting, action planning, problem-solving and follow-up 

· Organize internal and community resources to provide ongoing self-management support to clients/patients

Decision Support - Promote clinical care that is consistent with scientific evidence and client preferences: 

· Embed evidence-based guidelines into daily clinical practice 

· Share evidence-based guidelines and information with clients/patients to encourage their participation 

· Use proven provider education methods

· Integrate specialist expertise and primary care 
Clinical Information Systems - Organize client and population data to facilitate efficient and effective care:

· Provide timely reminders for providers and clients/patients

· Identify relevant subpopulations for proactive care 

· Facilitate individual client/patient care planning 

· Share information with clients/patients and providers to coordinate care

· Monitor performance of practice team and care system

Community Resources and Policies - Mobilize community resources to meet needs of clients/patients:

· Encourage clients/patients to participate in effective community programs 

· Form partnerships with community organizations to support and develop interventions that fill gaps in needed services 

· Advocate for policies to improve client care

CPCI Change Concepts for Integration of Mental Health and Primary Care
	Health Care Organization - Create a culture, organization, and mechanisms that promote safe, high quality care:

	1. Partner each mental health  (MH) provider with a primary care (PC) clinic  to develop a continuum of care

2. Establish routine methods to collaborate on daily operations

3. Identify shared patients/clients

4. Share data across partnering organizations

5. Enhance leadership and governance for integrated services delivery

6. Establish staffing and resources to support service integration

7. Develop training infrastructure and processes

8. Place emphasis on clinical operations, work flows, and processes

9. Promote organizational “will” around integration

10. Create opportunities to enhance reimbursement of integrated services

11. Assure funding for indicated lab tests ordered by MH that address physical health concerns (e.g. metabolic syndrome)

12. Optimize use of existing coding to maximize coverage

13. Anticipate/plan for and support the cultural change critical for collaboration between organizations (all levels of staff, clinical design, client needs)

14. Involve all players in the change process to create ownership and commitment to the process, build trust 

	Delivery System Design - Assure the delivery of effective, efficient clinical care and self-management support:

	1. Develop system of collaborative care planning involving both MH/SU and PC

2. Establish and implement shared guidelines and  protocols 

3. Develop team-driven care

4. PC to provide support of select MH needs, according to organization’s “plan for integration”

5. Adjust PC service delivery process to be sensitive to mental health and substance use conditions

6. Establish group visits in PC and MH for clients with SMI and chronic illness

7. Use U.S. Preventive Services Task Force (USPSF) practice guidelines for guidance on primary and secondary preventive medical/psychiatric care for clients with mental illness – in both PC and MH settings

8. Use MH evidence based treatment practices that can be useful in PC settings 

9. Expand MH scope of services to include some primary care (according to “plan for integration”)

10. Promote healthy lifestyles and weight management in MH settings

11. Expand role of MH case managers to support physical health needs

12. Utilize existing databases to inform daily practice

13. Develop and implement processes to ensure that clients receive less intensive or more intensive levels of care depending on clients’ type or severity of disorder, responsiveness to treatment, etc.

	Self-Management Support - Empower and prepare clients/patients to manage their health and health care:

	1. Use client-completed screening  tools

2. Partner with clients in treatment planning

3. Jointly develop and use recovery-oriented educational approaches to help clients understand and better deal with their illness(es); reinforce client’s strengths, resources and coping skills to help avoid relapse and promote their own health and wellness 

4. Help clients become more involved in their mental and physical health recovery

5. Host wellness groups or other similar discussion groups on health promotion and prevention

6. Involve family members, as appropriate, to promote client health and wellness 

	Decision Support - Promote clinical care that is consistent with scientific evidence and client preferences: 

	1. Provide real-time support to PC for mental health conditions

2. Conduct PC Training on MH/SU screening and awareness

3. Improve the competencies of PC organizations in providing care to MH clients with physical conditions and risk factors

4. Develop joint UM/UR committee with MH and PC presence to review shared client cases

5. Improve the competencies of MH organizations in providing care to clients with physical conditions and risk factors 

6. Implement shared training to improve competencies of PC and MH staff in providing care to clients with physical conditions and risk factors 

7. Embed Evidence Based Guidelines for detection and treatment of metabolic and cardiovascular diseases (for clients with SMI)

8. Embed Evidence Based Guidelines for detection and treatment of metabolic and CV diseases for clients with serious SU and co-occurring conditions

9. Increase access to clinical decision/educational on line tools

	Clinical Information Systems - Organize client and population data to facilitate efficient and effective care:

	1. Increase sharing of clinical information within the bounds of HIPAA

2. Implement a Clinical Information System (CIS) in both organizations to collect clinical data on common clients

	Community Resources and Policies - Mobilize community resources to meet needs of clients/patients:

	1. Connect clients to community-based programs, such as exercise classes, smoking cessation, nutrition, etc.

2. Work with community organizations to provide for safe, accessible places to exercise for persons with challenging health problems (including persons with SMI)

3. Form partnerships with community organizations to develop interventions that fill gaps in needed services


CPCI Change Concepts and Ideas for Integration of Mental Health and Primary Care
Detailed Listing
	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	HEALTH CARE ORGANIZATION
	· Partner each mental health  (MH) provider with a primary care (PC) clinic  to develop a continuum of care
	· Formalize partnership with agreements/MOUs that promote joint management /governance or joint authority;
	

	
	
	· Primary care acquisition of MH providers 
	

	
	
	· Develop joint accountability agreement, identifying roles, responsibilities; include business associate agreement/data use agreement (BAA/DUA)
	· NCCBH Checklist of Considerations for Affiliation Agreements

· IBHP Toolkit (Shasta MOU)

	
	· Establish routine methods to collaborate on daily operations


	· Develop a PC/MH workgroup with key staff from within and across organizations
	

	
	
	· Staff from both sites meet at regular intervals
	Establish agenda-driven monthly conference: in-person or webinar calls

	
	
	· Conference daily on active shared clients 
	Implement ‘daily rounds’

	
	
	· Clinicians from both primary care and mental health hold themed group sessions together 
	Host a group session on depression and diabetes or lifestyle approaches to manage physical problems

	
	· Identify shared patients/clients
	· Mine clinical information systems data to identify mutual patients
	Implement a shared registry

	
	· Share data across partnering organizations
	· Share lab results
	

	
	
	· Implement routine phone calls to discuss visit notes/SOAP notes on specific clients
	Implement ‘daily rounds’

	
	· Enhance leadership and governance for integrated services delivery


	· Develop a plan for integration, including measurement of impact(s)
	

	
	
	· Include clients in oversight and governance of integration efforts
	· Integration plans/activities/results included in organizations oversight groups, e.g., Consumer Advisory Grps, QI Committees, Board meetings

	HEALTH CARE ORGANIZATION
	
	· Senior leaders put the topic of integration and improvement on agenda of weekly/monthly meetings – make priority visible
	· Include as topic in Report Card/Dashboard reports

· Highlight progress in newsletters

	
	· Establish staffing and resources to support service integration


	· Create administrative position(s) for launching and managing mental health in primary care and vice versa
	

	
	
	· Establish one integrated care coordinator that both sides can access to support integration and improvement
	Jointly fund one FTE Care Coordinator

	
	
	· Develop and pay for peer support services integrated with clinical activities
	

	
	· Develop training infrastructure and processes


	· Support integration by providing access to training and other opportunities regarding how to achieve and sustain integration.


	Provide  training to PC/MH/SU staff  on ‘customer service’ as well as  strategies to address stigma & create more welcoming environment for persons with complex and challenging co-occurring problems (include 

	
	· Place emphasis on clinical operations, work flows, and processes


	· Create mechanisms to ensure communication across the disciplines that promote consistency of  care
	

	
	
	· Develop/revise position descriptions to include cross disciplinary teamwork & collaboration for team members
	

	
	
	· Appoint clear clinical “point person” and regular meetings of team with point person to plan and coordinate care
	

	
	
	· Create systems of care that support implementation of a client-centered health care home 
	 

	
	· Promote organizational “will” around integration
	· Communicate the business case for integrated service delivery  to decision makers in both clinical and administrative positions
	Use CiMH/IPI Business Case for Integration materials to make presentation(s) to make joint presentations to Boards, key leaders

	HEALTH CARE ORGANIZATION
	· 
	· Create orientation/training for staff and clients on what integration is and how it will impact them
	

	
	· 
	· Educate senior leaders on processes and resources to integrate services
	

	
	· Create opportunities to enhance reimbursement of integrated services
	·  Insure all possible billing/revenue sources to support integration are in place
	CPCI coordinate/provide TA to partnerships re: reimbursement opportunities

	
	
	· Expedite access to indigent and Medi-Cal/SSI coverage
	

	
	
	· Use Rx company patient assistance programs to fund psychotropic medications
	

	
	
	· 340B (discounted) access to drugs
	

	
	· Assure funding for indicated lab tests ordered by MH that address physical health concerns (e.g. metabolic syndrome)
	· Request a waiver from DHCS that enables county behavioral health authorities to receive payment for lab services

· Develop agreement with primary care partner and/or Medicaid HP to fund and share needed routine lab tests for “at risk SMI” clients (med risk/smoking, etc...)
	

	
	· Optimize use of existing coding to maximize coverage


	· Pursue Medi-Cal reimbursement of allowable CPT and HCPCS codes for reimbursement in PC settings
	Develop strategy for funding of medication management services

	
	· 
	· Pursue Medi-Cal reimbursement of allowable CPT and HCPCS codes for reimbursement in MH settings
	

	
	· 
	· Use psycho-social rehab group


	Develop strategy for funding of smoking cessation and obesity prevention services 
Activity

	
	· Anticipate/plan for and support the cultural change critical for collaboration between organizations (all levels of staff, clinical design, client needs)
	· Provide staff training/consultation regarding MH/SU and recovery & impact of  stigma & discrimination on health, wellness & social inclusion
	Consumer led training/consultation

	
	
	· Develop “welcoming” policies & support all staff in working effectively with people with complex problems including SMI/SU & chronic health conditions.
	Use Minkoff/Cline (CCISC) work to guide culture change re: co-occurring MH/SU/health problems-Ref: SMC & other CA examples

	HEALTH CARE ORGANIZATION
	
	· Have leaders from MH/SU spend time shadowing primary care practitioners and vice versa so each can understand and appreciate the others' organization and culture
	

	
	· Involve all players in the change process to create ownership and commitment to the process, build trust


	· Hold weekly meetings among integrated care teams to identify, work on & measure shared goals/objectives, create feedback loops, etc.


	

	
	
	· Establish multi-disciplinary morning huddles (e.g., front desk, clinicians, ancillary departments) to identify and discuss relevant cases
	


	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	DELIVERY SYSTEM DESIGN
	· Develop system of collaborative care planning involving both MH/SU and PC
	· Use non-licensed staff to coordinate care and services for clients
	Medical assistants and peer specialists as Care Coordinators 

	
	· 
	· Institute case conferences for collaborative care planning and coordination of planned interventions
	

	
	· 
	· Adopt/adapt shared care plan
	· Create document for Collaborative Care Plan to be reviewed and signed by PC, MH,SU(as appropriate)  and client

· Care Manager facilitates coordination of provider/client input and sign-off of Collaborative Care Plan



	
	· Establish and implement shared guidelines and  protocols 


	· Assist practitioners to triage referrals  to ensure that the most urgent referrals are seen first


	· "Fast Track" automatic referrals for brief treatment services (CBT,  problem solving therapy, etc.) for treatment of depression anxiety, unexplained physical disorder, 
· Offer brief MH & SU treatment within the PC clinic to increase access/follow through.

· Implement psychiatric consultation, cross-referral and crisis MH access protocols for primary care providers

	
	
	· Standardize information that should accompany a client referral, such as the results of diagnostic tests
	Establish criteria for shared registry; input data at time of referral

	
	
	· Develop protocols/practice re: access to specialty MH/SU care to simplify/streamline & improve provider & client experience
	

	DELIVERY SYSTEM DESIGN
	
	· Allow MH to schedule PC visit and allow PC to schedule visits with MH
	

	
	
	· Create a shared formulary
	

	
	· Develop team-driven care


	· Organize patient care teams with defined roles that address the integrated mental health/primary care plans
	

	
	· 
	· Include peer workforce in teams to enhance client engagement and follow-up
	

	
	· 
	· Communicate to all team members that clients have seen and on what occasions


	Step up team information exchange via meetings, registry or circulated information to improve coordination

	
	· PC to provide support of select MH needs, according to organization’s “plan for integration”
	· Clarify what and how selected mental health needs will be addressed by PC, including care coordination, brief intervention, etc.
	

	
	· 
	· Embed MH personnel in primary care as needed
	

	
	· Adjust PC service delivery process to be sensitive to mental health and substance use conditions
	
	

	
	· Establish group visits in PC and MH for clients with SMI and chronic illness
	
	

	
	· Use U.S. Preventive Services Task Force (USPSF) practice guidelines for guidance on primary and secondary preventive medical/psychiatric care for clients with mental illness – in both PC and MH settings
	
	

	DELIVERY SYSTEM DESIGN
	· Use MH evidence based treatment practices that can be useful in PC settings
	· Implement use of brief individual and/or group intervention therapies that have an evidence base for effectiveness within primary care settings.
	Consider Motivational Interviewing, CBT, Solution Focused
SBIRT (SAMHSA) PIERS

	
	· Expand MH scope of services to include some primary care (according to “plan for integration”)
	· Brief intervention (to bridge gap pending PC  intervention)
	

	
	· 
	· Embed primary care providers (PCPs, RN care coordinators, etc.) in mental health clinic
	See SAMHSA demonstration re: integration of PC into BH Centers

See Fed Healthcare Reform legislation re: Federally Qualified Behavioral Health Centers for guidelines

	
	· 
	· Adhere to APA practice guidelines for monitoring and managing conditions which impact Axis III disorders
	

	
	· Promote healthy lifestyles and weight management in MH settings
	· Promote physical activity, e.g. walk with consumers during contact sessions, give everyone a pedometer
	

	
	· 
	· Put a scale in MH case manager's office, club house/wellness centers restroom, etc
	

	
	· 
	· Provide smoking cessation programs
	Develop Smoking Cessation programs including additional pharmacological, counseling (CBT) and peer supports for individuals with SMI

	
	· 
	· Access health education literature available through PC plans
	

	
	· 
	· Establish mechanisms to enroll MH clients in PC health education programs
	

	
	· 
	· Develop adaptations of evidence based wellness programs to provide recovery-oriented support, mentoring and education for clients with SMI, and co-occurring problems
	Wellness Centers offer healthy lifestyles support including smoking cessation, exercise, nutrition.  Include in WRAP Plans

	DELIVERY SYSTEM DESIGN
	· 
	· Train case managers on basics of common health risk/chronic medical illness and how to communicate in PCP settings
	Train Peers as Health Coaches/Mentors

	
	· Expand role of MH case managers to support physical health needs
	· Use MH case managers to coordinate general medical care and facilitate adherence
	

	
	· Utilize existing databases to inform daily practice


	· Conduct review of clients’ medication use using State Medicaid pharmacy data
	Establish shared registry

	
	· 
	· Conduct review of clients’ lab results
	Implement medication management therapy services 

	
	· 
	· Explore methods to match clients’ PC/MH encounter/service delivery detail
	

	
	· Develop and implement processes to ensure that clients receive less inten​sive or more intensive levels of care depending on clients’ type or severity of disorder, responsiveness to treatment, etc.
	· Implement stepped care
	See CA Integration Policy Initiative for Continuum and Planning re: stepped care


	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	SELF-MANAGEMENT SUPPORT
	· Use client-completed screening  tools


	· Clients are asked to complete health screening that includes MH and SU screening.

· Clients are provided with assistance/support to complete screening tools as needed
	Apply approach developed by Scott Miller in PC and MH settings (Scott Robinson Tool; Boston University Tool)

SBIRT screening tool

	
	· 
	· Ask client after each visit, what more they need outside the clinic to improve care for their condition
	Expand Clinical Informed Outcomes Management (CIOM) to include section for post-visit feedback

	
	· 
	· Develop easy ways for service users to give targeted feedback (e.g., recovery enhancing tool from Boston University/)
	

	
	· Partner with clients in treatment planning
	· Client sets goals which are reviewed at each encounter
	

	
	· 
	· When designing a care plan, ask clients if it’s agreeable/realistic for them.  “What are your goals in coming here today?”
	

	
	· 
	· Use Wellness Recovery Action Plan (WRAP) in both mental health and primary care, Faces and Voices of Recovery
	

	
	· 
	· Incorporate prevention of physical conditions like cardiovascular disease (diet, physical activity, weight management, smoking cessation/avoidance) in care plan
	

	
	· Jointly develop and use recovery-oriented educational approaches to help clients understand and better deal with their illness(es); reinforce client’s strengths, resources and coping skills to help avoid relapse and promote their own health and wellness
	· Develop methods to promote health literacy (regarding symptoms of the causes, treatments for MH/SU and medical risks/chronic medical conditions.) Information & methods should recognize language, cultural differences and needs re: understanding of health conditions
	Identify/include simple tools resources that teach clients about how to recognize and act on symptoms related to CVD, diabetes, etc…when can manage own symptoms, when to contact health provider, when an emergency  

	SELF-MANAGEMENT SUPPORT
	
	· Develop self-help supports (support groups, on-line technology, etc…regarding HEALTH  AND WELLNESS, how to deal with co-occurring MH/SU and medical conditions
	· Share a cookbook/shopping guide developed by consumers/care team

· Provide client written info (paper or electronic) about their conditions, risks, etc.

· Link to customizable self-care web-site with connection to care partner and delivery system

	
	
	· Support self-help activities (e.g. training, as crisis situations are promptly recognized and which steps then to be undertaken to be able to help the patient)
	

	
	· Help clients become more involved in their mental and physical health recovery
	· Place peer support specialists in PC to serve as health coaches, role models and mentors 
	

	
	· 
	· Place peer support specialists in specialty mental health organizations to serve as health coaches, role models and mentors for clients who have been referred for treatment to primary care organizations.
	

	
	· 
	· Use peer mentors to provide education and personal examples of progress/success to promote change in clients (example: WRAP)
	

	
	· Host wellness groups or other similar discussion groups on health promotion and prevention
	· Offer prevention groups – patient education/symptom management:  Hepatitis C, Diabetes, HTN, Axis I and II Disorders, etc.
	

	
	· 
	· Offer client peer group sessions that encourage healthy life style choices (e.g. diet, smoking)
	HARP (Dross, Loreg et. al.)

	
	· Involve family members, as appropriate, to promote client health and wellness 
	· Involve family members  in treatment planning, as appropriate
	

	
	· 
	· Involve family to support treatment/interventions, as appropriate
	NAMI Family to Family 

	
	· 
	· Develop family peer supports (e.g. Parent Partners)
	

	
	· 
	· Develop family educational groups (e.g. NAMI programs)
	NAMI Hearts & Minds-an online, interactive, educational initiative to promote the idea of wellness in both mind and body.

	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	DECISION SUPPORT
	· Provide real-time support to PC for mental health conditions
	· Establish warm line consults with MH specialists
	

	
	
	· Use telemedicine and telepsychiatry in areas where in person consultation and services would be impracticable 
	

	
	· Conduct PC Training on MH/SU screening and awareness
	· Provide training re: recovery in MH and SU

· Implement training on use of the PHQ-9, CAGE in PC settings (see IMPACT Model)
	

	
	· Improve the competencies of PC organizations in providing care to MH clients with physical conditions and risk factors
	· Train on symptom management for Axis I and II Disorders
	

	
	· 
	· Train on suicide prevention, including suicide risk assessments
	

	
	· 
	· Train on how to involve clients and/or family members in treatment planning and decision making
	

	
	· 
	· Train on use of MH tools 
	Use of Wellness Recovery Action Plans to assist in client self-management

	
	· 
	· Train on use of  Motivational Interviewing CBT and other evidence-based practices 
	

	
	· 
	· Train all staff (including frontline desk/support) on Mental Health First Aid for all staff
	Utilize daily rounds concept to support continued learning among providers, support staff

	
	· Develop joint UM/UR committee with MH and PC presence to review shared client cases
	
	

	
	· Improve the competencies of MH organizations in providing care to clients with physical conditions and risk factors 
	· Train on physical health needs and risks of individuals with SMI
	

	
	
	· Train on health risks/side-effects of psychotropic medications
	

	
	
	· Train on prevention of physical health risk/conditions
	Conduct patient education/symptom management: CVD, DM,  Hep C, Diabetes, HTN

	DECISION SUPPORT
	· Implement shared training to improve competencies of PC and MH staff in providing care to clients with physical conditions and risk factors 
	· Train on issues related to harmful use of alcohol and drugs 
	Institute training on how to recognize drug seeking behavior of patients and understanding the street value of psychotropic medications Conduct regular performance of urine toxin screens

Jointly offer Pain Management Clinic (MH/SU/MH)

Establish limits around access to “uncontrolled substances”

	
	· 
	· Teach principles of collaborative care and shared decision making
	

	
	· 
	· Teach about cost of care
	Provide training on the cost of psychotropic drugs

	
	· Embed Evidence Based Guidelines for detection and treatment of metabolic and cardiovascular diseases (for clients with SMI, SU, and co-occurring conditions)
	· Conduct metabolic syndrome screening and monitoring
	Follow APA and ADA guidelines for monitoring patients  on 2nd Generation antipsychotic medications

	
	
	· Conduct cardiovascular disease screening and treatment in PC settings
	Incorporate guideline and reminder/recall functions in clinical information systems

	
	
	· Conduct MH screening (depression, etc…) screening in PC settings
	PHQ-9 widely used in PC

	
	
	· Identify other screening activities  to be carried out
	

	
	· Increase access to clinical decision/educational on line tools 
	
	Up to date Journal Watch

Psychiatry, General Medicine sheets


	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	CLINICAL INFORMATION SYSTEM
	· Increase sharing of clinical information within the bounds of HIPAA
	· Share master lab sheet, medication list, problem list, treatment plan, referrals (and results), consultations, education, demographics, insurance status, contact information, etc.
	

	
	· Implement a Clinical Information System (CIS) in both organizations to collect clinical data on common clients

	· Create and utilize reminders about clients with SMI and CVD who are in need of follow-up
	

	
	
	· Develop and use reports to segment patients based on patient-specific data and needs for proactive care, for example patients with CVD and clients with SMI
	

	
	
	· Develop and utilize reminders from the CIS to assure all needed follow-up gets done for tests, referrals, and self-management goals
	

	
	
	· Share information with clients
	

	
	
	· Coordinate care (for example for the mental health provider: know when and what information to share with the primary care provider)
	

	
	
	· Measure progress in improving care for panel of clients (for example: clients with SMI and CVD)
	

	
	
	· Implement predictive model to ID high risk clients/patients
	


	CARE MODEL ELEMENT
	CHANGE CONCEPT
	TESTABLE IDEA
	EXAMPLE

	COMMUNITY
	· Connect clients to community-based programs, such as exercise classes, smoking cessation, nutrition, etc.
	· Sponsor clients/purchase group membership for clients to join local Y, health club, enroll in CC health and exercise classes
	

	
	· Work with community organizations to provide for safe, accessible places to exercise for persons with challenging health problems (including persons with SMI)
	· Link MHSA funded stigma related community campaigns to support for health and wellness for folks with complex MH/SU and health challenges  
	

	
	· Form partnerships with community organizations to develop interventions that fill gaps in needed services


	· Establish community board (peers) of advisors to ensure patient and organizational goals are congruent; community board directs initiatives for integration of PC/MH/CD care
	

	
	· 
	· Have MH and PC develop partnership teams to identify community resources available to deal with issues outside of their walls/between appointments
	

	
	· 
	· Engage NAMI (family education program) in wellness; literacy skill development
	

	
	· 
	· Establish relationship with local colleges and universities to place graduate social work, psychology and psychiatry interns and residents in integrated settings

· Establish relationship with community colleges re: training health/wellness coaches 
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